The study was 
Introduction
Caesarean section is the most commonly performed surgery nowadays. Starting from 2000 BC when CS was performed to deliver the fetus from a dead or dying mother. Today the incidence of Caesarean birth is rising from about 5% to more than 20%. Initially for these increasing caesarean deliveries, the future pregnancies would nearly always be managed by repeat CS due to fear of uterine rupture. But now the dictum "Once a caesarean, always caesarean" is challenged. It is now changed to "Once a caesarean delivery, always a hospital delivery." Now with proper patient selection, continuous fetal monitoring, early diagnosis and intervention for uterine rupture; safe vaginal delivery in a woman having previous caesarean delivery is being tried. By this, rate of caesarean delivery can be reduced. This will reduce expenses, hospital stay, operative morbidity and mortality. The purpose of this study was to evaluate the efficacy and safety of VBAC.
II. Materials And Methods
A retrospective study was carried out on 30 women (booked or emergency cases) with previous one caesarean section, from 1 st July 2014 to 30 th November 2015.
The following cases were excluded from the study- All women were admitted if they went into spontaneous labor. Those women whose labor were not spontaneous , were induced depending on Bishop's score. Induction was started with 2.5 unit Oxytocin in 500ml of Ringer Lactate solution starting at 6 to 8 drops per minute. Rate was gradually increased to get 3-4 contractions every 10 minutes each lasting for 40-45 seconds. Whether the labor was induced or spontaneous it was monitored with  Hourly recording of maternal vital parameters-temperature, pulse blood pressure, respiration  Monitoring uterine contraction  Fetal monitoring with auscultation of fetal heart sound with stethoscope and Non stress test(NST)  A close watch for the early recognition for scar dehiscence and rupture by identifying maternal tachycardia, vaginal bleeding, scar tenderness and fetal heart rate alterations.  Partograph 
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III. Results
IV. Discussion
Perinatal risk is more after a failed trial of labor compared to successful vaginal delivery in case of VBAC (Rossi, 2008 and Babbar 2013). The woman must be given all the important information and she should be given choice for the mode of delivery in case of previous caesarean birth.
The main objective of this study was to evaluate safety and success rate of attempting VBAC, in a tertiary care center, after one previous caesarean birth.The selection of woman was influenced by desire of woman and condition favorable for vaginal delivery. Out of 30 women enrolled in the study 20(66.7%) underwent emergency caesarean section and 10(33.3%) delivered spontaneously. Table 1 shows this result. Indications for previous caesarean section in these 30 women were fetal distress in 10(33.3%), Malpresentation in 6(20%), Premature rupture of membranes with non progress of labor in 5(16.5%), severe oligohydramnious in 3(10%), severe PIH in 3(10%), placenta praevia in 2(6.9%) and cord prolapse in 1(3.3%). This result is comparable with study Foureur et al,2010 which showed 25-30% of successful vaginal delivery in the cases of previous LSCS and 70-75% underwent emergency LSCS. Table 2 shows indications for emergency LSCS. Most common indication was scar tenderness (50%). There were 30% cases of fetal distress and 15% emergency CS was taken for non progression of labor. There was one case of uterine rupture. Study of RANZCOG,2010 support this showing 0.5-7% chances of rupture. The rate of rupture increases in the cases in which induction was done. So in this study induction was not done upto 40weeks. After proper assessment of cervix with Bishop's score, induction was tried. According to ACOG,2013a misoprostol was avoided for induction. 10 out of 30 cases were induced. As per Table 3 out of which 3(30%) underwent successful vaginal delivery and 7(70%) underwent emergency CS. Table 4 shows that 3/7 (30%) developed scar tenderness,2 (20%) developed fetal distress and 1(10%) had rupture. Grobman, 2007a shows fourfold higher risk of rupture with induction compared to spontaneous labor. Cahill and coworkers (2008) and Goetzl and associates (2001) show dose related risk of rupture with oxytocin. Table 5 shows fetomaternal complications during trial.10 (33.3%)had scar dehiscence (stanhope,2013),3 (10%) had cervical tear,2(6.67%) had PPH and 2(6.67%) had manual removal of placenta. There was one still born baby (3.3%) and one baby was admitted in NICU for fetal distress.Guise,2010 shows higher rate of hypoxic ischemic encephalopathy and neonatal mortality during trial. In our study emergency CS was taken to reduce fetal morbidity at early sign of fetal distress.
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There are few high quality data available to guide prope selection of labor candidates in case of trial of scar in VBAC (Guise 2004; Hashima, 2004) Proper case selection will increase success rate and reduce the complications. ( Gregory, 2008) .The maternal complications and perinatal morbidity in the present study are identical to those seen with other normal vaginal deliveries with the exception of risk of scar dehiscence. An attempt for VBAC is well justified for caesarean pregnancies with nonrecurrent indications. Screening for this should preferably begin at antenatal booking itself to minimize the associated risks. Proper selection, appropriate timing and suitable method of induction with close monitoring are the key factors to achieve great degree of success.
